Abstract This study examined the associations between positive and negative religious coping, symptoms of depression and anxiety, physical and emotional well-being among Somali college students in Minnesota. In this online cross-sectional survey study, 156 participants (ages 18-21, M = 21, SD = 2.3) were recruited. Participants reported using more positive religious coping methods. Negative religious coping was associated with an increase in symptoms of both depression (b = .06, p = .003) and anxiety (b = .04, p = .05), and positive religious coping was associated with a decrease in symptoms of depression (b = -.04, p = .05).
Introduction
Millions of persons are displaced yearly due to conflict and violence, but there are few situations as dire as the one in Somalia (Refugee International 2013) . The collapse of the Siad Barre regime in 1991 was followed by a considerable amount of instability, and consequent exodus of persons seeking refuge from the war. This cascade of events left Somalia without an effective central government, creating an environment conducive for warlords to establish control in South and Central Somalia. By mid-1992, 40% of the population had been displaced and 1.5 million people were at risk of starvation (Putman and Noor 1993) . The protracted conflict in Somalia has become more complex over the last 24 years with no tangible lasting solutions proffered. However, following the parliamentary election of a president in 2012, efforts to rebuild Somalia are currently underway.
Somali refugees make up a significant number of refugees resettled in the USA since the late 1990s. Many Somali refugees have survived traumatic events that could lead to longterm emotional and psychosocial difficulties including depression, anxiety, and other problems that are detrimental to their coping, quality of life, and readjustment in the USA (Bentley et al. 2012; Ellis et al. 2008) . Refugee parents who develop maladaptive coping mechanisms because of inadequately addressed trauma and stress may transfer poor coping skills and trauma to their children. Consequently, like many who experience mental ill health, young persons of refugee backgrounds could see mental health problems emerge during the early developmental years and persist into adulthood (National Research Council [NRC] 2009).
During crises, some turn to matters of faith for coping and religious coping has been found to be a strong predictor of both physical and mental health (Seybold and Hill 2001 ). Yet, in comparison to studies reporting religious coping in Judeo-Christian groups, there have been very few studies among persons of other religious faiths, for example Islam (Ai et al. 2003; Akuchekian 2004; Braam et al. 2010; Khan and Watson 2006) . There are even fewer studies with youth and young adults as participants (Ellis et al. 2010; Goodman 2004; Raghallaigh 2011) .
Somalis in the USA and Minnesota
There are an estimated 8370 Somalis aged 18 years and above enrolled in colleges across the USA and 2266 of them are in the state of Minnesota (U.S. Census Bureau 2010). According to the American Community Survey, the Somali population in Minnesota has a median age of 25 years and tends to be younger than the Minnesota population as a whole, whose median age is estimated at 37 years (U.S. Census Bureau 2010). About half of all lifetime mental health disorders are diagnosed in early adolescence at age 14, and three quarters in young adulthood, by age 24 (National Research Council [NRC] 2009; World Health Organization 2014b). Consequently, the youth affected may be diagnosed with mental health disorders by the time they reach college age. Institutions of learning are conducive settings for promotion of emotional and physical well-being because they facilitate prompt prevention and early detection of mental disorders (National Research Council [NRC] 2009); thus, Somali college students are an accessible and appropriate target population.
Symptoms of Depression and Anxiety Among Somali Youth
It is important to note that consequences of armed conflicts, including migration, contribute negatively to the mental and physical well-being of refugee youth, exacerbating existing illnesses, or potentiating new ones. Youth affected by mental health disorders (e.g., depression and anxiety) might resort to abuse of self or others and are less likely to fully integrate into society, leading to loss in productivity due to inability to attain academic achievement, develop healthy relationships or maintain a job (World Health Organization 2014a; World Health Organization 2014b) . It is also estimated that the cost of treatment and loss in productivity among young people due to mental, emotional, and behavioral disorders are approximately $247 billion per year (NRC 2009 ).
The few published reports documenting the needs of Somali refugee youth reveal moderate to high rates of anxiety, depression and PTSD, truancy, chemical use, and trauma among young Somalis (Adan 2009; Ellis et al. 2008; Halcón et al. 2004; Jaranson et al. 2004) . In an outpatient community clinic, Somali young adults (n = 600) aged B 30 years and having significant behavioral manifestations of psychoses (80% of males and 32% of females), 13% of males and 31% of females had depression diagnoses (Kroll et al. 2011) . Level of symptom experience was comparable in studies with samples of other refugee youth groups. In a longitudinal study of young Cambodian refugees (n = 46), half of the participants had a diagnosis of PTSD and 48% had depression and anxiety disorders (Kinzie et al. 1989 ). In year 3 (n = 27), depressive symptoms reduced to 41% (Kinzie et al. 1989 ) and then to 7% at year 6 (n = 31), but increased 10-14% after 12 years (n = 31) (Sack et al. 1999) . In a study of adolescents from 94 countries living in Belgium (n = 1294), reports of high rates of anxiety, depression, and PTSD were associated with experiencing trauma, migrating as an unaccompanied minor and residency in single-parent households-for those adolescents who were separated from their parents, prevalence of mental health problems was 41-58% (Derluyn and Broekaert 2009) . These examples illustrate that symptoms of mental health disorders persist over a long period of time and could reoccur-indicating the long-lasting effects of displacement for young people and the complex interplay of factors that precipitate these disorders and hinder recovery, such as delays in treatment.
Well-being in Somali Youth
Positive well-being has been defined as a high level of positive affect and satisfaction with life; factors such as a person's disposition, environment and culture are thought to influence subjective well-being (Deci and Ryan 2008) . The effect of these factors is even more evident in persons living in environments and communities vastly different from the ones they were born or socialized in (e.g., refugees and immigrants). Furthermore, the influence of pre-migration norms and customs on a person's well-being depends upon social ties with one's home country, and a person's involvement in their present local community (Boyle and Ali 2010) .
Challenges that Somali communities face might negatively affect their well-being. Postmigration stressors reported among Somali youth and their families include female-headed single-parent homes, absence of the extended family, inadequate financial resources, and inadequate resources in the community (Adan 2009; Midaynta Association of Somali Services Agencies Metro Toronto 2004; Reitsma 2001) . Moreover, loss of immediate family members during the war, especially fathers, rob young males of role models and necessitate many youth to live with extended kin. In some cases, the youth do not get along with their relatives and end up being homeless, join gangs for social support or resort to substance use (Adan 2009 ).
In two studies, Somali women participants with average ages between 22 and 27 years expressed the importance of dealing with their emotions quickly and moving on to their responsibilities, defining well-being in terms of their physical ability to carry out familial roles such as parental duties, work, and education responsibilities (Carroll et al. 2007; Whittaker et al. 2005) . Moreover, constantly talking of one's problems was viewed as a weakness (Whittaker et al. 2005) . Somali women reported that Islam helped them recreate their lives and find meaning after the war and the Qur'an became the treatment (McMichael 2002) . Ultimately, what seemed to have greater influence on how Somali participants viewed their well-being was the presence of physical disorders, which affected their ability to perform their roles. Despite these reports, many refugee youth are resilient and have been found to be coping relatively well (Ehntholt and Yule 2006; Halcón et al. 2004) .
Religious Coping and Health Outcomes
Religion, coping, spiritual beliefs and practices are geared toward ''searching for and finding positive meaning'' (Folkman 1997; Pargament 1997) . Religion can also be used in other stages of the coping process (e.g., appraisal of the stressful event and transformation of values). Religious coping can be defined as a search for significance as related to the sacred in times of stress-the sacred being ''the concepts of God and higher powers'' but those considered secular, such as marriage, and are ''tied to God or imbued with spiritual qualities'' could also be considered sacred (Pargament 1997; Pargament et al. 2011) . Examples of religious coping activities include but are not limited to, meditation, attendance of religious services, affiliations and systems of beliefs, prayer, fasting, and interpretation of one's circumstances using excerpts from religious texts (Gall et al. 2005; Lewis and Ogedegbe 2008; McCullough et al. 2000) .
The religious-spiritual experience is thought to influence health outcomes and is generally assumed to be positive, but some forms can be pathological, for example, blind allegiance to authoritarianism (Seybold and Hill 2001) . Positive religious coping has been linked to better psychological functioning, whereas, negative coping has been associated with increased symptoms of depression and anxiety (Tarakeshwar et al. 2005) . Positive religious coping methods reflect a generally secure relationship with an individual's sacred entity (Pargament et al. 2011) . Negative religious coping, also known as religious struggles, reflects a tense, conflict and struggle ridden relationship with the sacred, and it can also have positive outcomes-because struggles symbolize growth and transformation (Pargament et al. 2011) . Examples of positive religious coping activities include: (a) religious forgiveness (using religion to attain peace when faced with anger and hurt); and (b) benevolent religious reappraisal (stressor is seen as benevolent and beneficial). In contrast, negative religious coping includes, (a) questioning God's power and expressing discontent with the clergy or congregation; and (b) punishing God reappraisal (i.e., stressor is redefined as punishment from God for an individual's sins) (Pargament 2002) .
Among U.S. youth, researchers have found less symptoms of anxiety and more use of positive religious coping in African Americans in comparison to Caucasians (Chapman and Steger 2010) . In examining the impact of the then ongoing Gulf war on non-combat U.S. college students, researchers reported increased distress among students who used religious avoidant behavior (i.e., use of religion as an escape from a problem) and had religious discontent with God and the church (Pargament et al. 1994) . Similarly, religious discontent and coping among college students dealing with a friend's demise were negatively correlated (Park and Cohen 1993) .
In a single study, researchers examined responses from samples of college students who had experienced a serious negative event and from residents of Oklahoma City during the 1995 bombing. For both groups, positive religious coping was associated with fewer symptoms of psychological distress, but negative coping was associated with an increase in symptoms of PTSD, emotional distress, and psychosomatic manifestations (Pargament et al. 1998) . Lastly, in examining the effect of healthy practices promoted by religious faith, Mahoney et al. (2005) reported that college students who viewed their bodies as sacred or sanctified engaged in regular exercise regimes and disapproved of consumption of alcohol, illicit drugs, and unhealthy eating habits. Practicing healthy habits and use of positive religious coping methods resonate with the teachings of Islam, the religion of most Somali youth (Rassool 2000) . Thus, it is plausible that the effects reported in these studies could also be seen among Somali youth who utilize religious coping.
The Present Study
The purpose of the current study was to examine the associations among religious coping, well-being, symptoms of anxiety, and symptoms of depression among university students of Somali origin in Minneapolis and St. Paul, Minnesota. Based upon the theory that people use numerous coping mechanisms when experiencing critical life events, several possible relationships were hypothesized as seen in the conceptual framework. For example, both symptoms of depression and anxiety might be associated with negative religious mechanism of coping.
Methods Study Design and Participants
In this cross-sectional survey study, we examined how Somali college youth use religious coping in attaining and or maintaining their emotional and physical well-being when faced with critical life events (CLEs). A convenience sample of 156 Somali college students residing in the Minneapolis/St. Paul Minnesota metropolitan area participated in this study. Students were invited to participate in the study if they were: Somali college students between 18 and 30 years of age; enrolled at one of the five colleges and universities identified as data collection sites; and were fluent in both written and spoken English. Those who met the inclusion criteria were excluded if they were unable to give informed consent.
Procedures

Phase I: Instrument Pilot Study
Six Somali college students participated in the pilot test of the online survey; their feedback was used to determine the acceptability and relevance of survey items. Students pointed out that some concepts in the adapted religious coping tool (Brief RCOPE) represented a Judeo-Christian view rather than an Islamic view, e.g., the mosque represented a physical structure as opposed to how a church is defined in Christianity, as both a physical structure and a congregation. Additionally, questions relating to negative religious coping mechanisms in the RCOPE were termed as ''unexpected,'' ''surprising,'' ''too direct,'' and ''harsh'' but not offensive. The students unanimously agreed that the survey was relevant to their community and the concept of religious coping was important, underestimated and misunderstood.
Phase II: Community Advisory Input
Community advisors including four young Somali professionals and a local Imam were invited to further validate the views of the students who pilot tested the survey. Individual interviews were conducted with community advisors, who echoed many of the comments from the students, especially those pertaining to the Brief RCOPE. Both the students in the pilot study and community advisors received $30 in cash as compensation for their time and insight. The survey was revised using feedback from students, the community advisory board and support from the literature.
Phase III: Recruitment and Data Collection
Recruitment was done through student associations at the two initial data collection sites, and after three months of slow recruitment, three other sites were added. Student leaders received IRB-approved paper copies and online advertisements for the study. The advertisements included the eligibility criteria, purpose and a description of the study, compensation, and the investigator's contact information. Student leaders sent these documents via list-serves and when possible, they were delivered in person by the principal investigator. Each participant received a unique link to the study associated with his or her official school email. Participants filled out the online survey consisting of questions assessing both demographic information and related variables. Upon completion, participants were given an opportunity to provide comments in an optional open-ended section about the survey as a whole, specific survey items, and their responses or impressions of the study in general. Students received $20 gift cards for their participation.
Measures
Positive and Negative Religious Coping
The 14-item Brief RCOPE scale is the most commonly used measure of religious coping with major life stressors. It is divided into two subscales and the first 7 questions test positive religious coping (e.g., ''sought Allah's love and care'' and ''asked for forgiveness for my sins''), the next 7 questions test negative religious coping (e.g., ''questioned Allah's love for me'' and ''decided the devil had made this happen''). Items are rated on a 5-point scale ranging from (0, not at all to 4, a great deal). In the present study, the positive and negative subscale scores had a possible range of 1 through 4 and final subscale means and standard deviations were as follows, positive subscale (3.36, SD = . 68, Cronbach's a of .89) and negative subscale (1.36, SD = . 52, with a Cronbach's a of .82).
Symptoms of depression and anxiety were assessed using two subscales from the Hopkins Symptom Checklist. The first 10-item subscale measures symptoms of anxiety, examples of items included ''trembling'' and ''spells of terror or panic,'' the second 15-item subscale measures depression, examples of items included, ''crying easily'' and ''blaming oneself for things.'' Participants rated each item on a 4-point scale indicating absence or severity of symptoms. The internal consistency coefficients for depression and anxiety subscales were reported as a = . 90 and a = . 85, respectively (Derogatis et al. 1976; Schmitz et al. 2000) . In previous research studies, this scale has been translated and validated with Somali participants (Bhui et al. 2003 ). In the current study, scale scores ranged from 1 to 3.3, and final mean and standard deviation for the anxiety scale were as follows (1.46, SD = . 46, with a Cronbach's a of .93). Depression symptoms scale scores ranged from 1 to 3.4, and final mean and standard deviation were (1.53, SD = .57). Internal consistency reliability was acceptable (a = .84).
Physical and Emotional Well-Being
The SF-12v2 Ò Health Survey is a 12-item measure of physical and emotional well-being that is not specific to age or disease categories. It is comprised of a physical component summary score (PCS: 8 items) and a mental component summary score (MCS: 4 items) (Ware et al. 1996) . The instrument has been used with Somali refugees and found reliable (Hoffmann et al. 2005; Marshall et al. 2006; Steel et al. 2005 ). In the current study, the missing values SF12v2 were imputed using the multiple imputation function in SPSS prior to scoring the items in the QualityMetric Health Outcomes TM Scoring Software 4.5. The means and standard deviations for these scales were as follows, physical well-being (M = 53.6, SD = 6.4), emotional well-being (M = 49.4, SD = 9.3).
Demographic covariates included participants' age, institution of learning, history of migration, marital status, education, employment, and housing. A short inventory of the participant's access to and use of religious or spiritual resources was also included in this part of the survey.
Data analysis
Data were analyzed using SPSS, Version 22 (IBM Corp. 2013) and the sixth edition of Mplus (Muthén and Muthén 2011) . A correlation matrix of Pearson correlations was generated to examine bivariate associations among the key study variables. In the multivariate analysis, statistical modeling was used to estimate three observed variable structural equation models in order to determine the relationships among the observed variables depicted in the conceptual framework. Model modifications were based on fit indices and theoretical interpretability.
Structural equation modeling (SEM) was employed to specify these relationships by simultaneously analyzing the associations among the variables, and all variables in this exploratory study were measured variables. The hypothesized associations in the conceptual model for the study were used to guide the assessment of the relationships among the six main variables. Following standards for evaluating model fit (Byrne 2012, p.64; Kenny 2014 ) this study used the following fit indices to evaluate how well the initial hypothesized model (Fig. 1) and two plausible hypothesized alternative models fit the data from this sample: the Tucker-Lewis index (TLI) and the comparative fit index (CFI), the root mean square error of approximation (RMSEA), the standardized root mean square residual, and the Akaike information criterion (AIC).
Results
Most study participants were female (75%) and single (93%) and only 3.8% were married. The age range of the sample was between 18 and 30 years with a (M = 21, SD = 2.3) years; most of the participants (72.5%) were between the ages of 18 and 21. In this sample, 42% of the students were in the ages 1-5 year category (or not yet born), 22% in the age 6-12 category, 13% in the 11-15 year category and only 2% were in the 16-25 year category at the time they migrated. Most of the participants were born in Somalia (n = 113), and the remaining were born in various countries across the globe, including Kenya (n = 16), Ethiopia (n = 7) and the USA (n = 7). Even though most participants did not live in a refugee camp (n = 129), the participants who did (n = 25) spent between 1-13 years (M = 3.2, SD = 3.4) in a refugee camp.
Five percent owned a house, and over half of the students (54%) rented their place of residence and only (7%) lived on campus in dormitories. A majority of the sample, 61% of the females and 74% of the males, had part-time employment; 34% of the females and 18% of the males were unemployed; and only nine, 5% of the females and 8% of the males, had full time employment. All participants indicated that they were Muslims. When asked which resources they had access to and helped them to cope, both genders ranked prayer (92%), religious and spiritual texts (68%), and place of worship near work or home (61%) as the most helpful. Conversely, religious and spiritual ceremonies (48%), fellowship with other believers (46%), and clergy or faith leaders (33%) were ranked as the least helpful.
Bivariate Relationships
A bivariate correlation matrix is presented in Table 1 . Most of the Pearson correlations were statistically significant, and some bivariate correlations indicated strong associations between the variables. Positive religious coping had a positive and significant association to emotional well-being and a negative association with both symptoms of depression and symptoms of anxiety, but was only significantly correlated with symptoms of depression. Additionally, negative religious coping had positive significant associations with symptoms of both depression and anxiety. Multivariate Analyses
Comparison of Model Fit
Model 1, the initial hypothesized conceptual model was comprised of the six main variables (positive and negative religious coping, symptoms of depression and anxiety, and physical and emotional well-being). Results of the goodness of fit indices and modifications are presented in Table 2 . The variables, gender (Model 2) and gender and acculturation, which include two subscales (Model 3), were added to the two subsequent models. Only Model 2 had a RMSEA value of \.08 (RMSEA = .075, 90% CI [.031, .012]). Additionally, the SRMR value in Model 2 was within the acceptable range, and its TLI and CFI were essentially the same as Model 1. However, it had a higher AIC. Model 3 had the highest AIC, and its TLI and RMSEA were not in the acceptable range (see Table 2 ). Model 3 also had more estimated parameters as compared to Model 1 and Model 2. After careful consideration of the underlying conceptual framework, parameter estimates, appropriateness of the standard errors and statistical significance of the parameter AIC the akaike information criterion was used to compare the three estimated models, and TLI the TuckerLewis index, CFI the comparative fit index, RMSEA the root mean square error of approximation, and SRMR the standardized root mean square residual were then evaluated to choose the best fitting model a See (Byrne, 2012, pp. 70-76; Kenny, 2014) b Indicates a good fit c Indicates a reasonable error of approximation, see (Byrne, 2012, pp. 73) regarding RMSEA estimates in addition to the fit indices, Model 2 was chosen as the best fit to the data (see Tables 2 and 3 ). In Table 3 , unstandardized b coefficients depict the relationships among the main variables of the study. All assessed relationships were significant except those between negative religious coping with both emotional (b = -.28, p = .34) and physical wellbeing (b = -.38, p = .09) and positive religious coping with symptoms of anxiety (b = -.01, p = .57). The strongest relationships between religious coping and depression, anxiety and well-being measures were as follows. Negative religious coping was associated with an increase in symptoms of both depression (b = .06, p = .003) and anxiety (b = .04, p = .05), and positive religious coping was associated with a decrease in symptoms of depression (b = -.04, p = .05). Physical well-being was associated with a reduction in both symptoms of depression and anxiety (b = -.96, p = \ . 001, b = -.97, p = .001), respectively. Emotional well-being was also associated with a reduction in both symptoms of depression and anxiety (b = -3.15, p = \ .001, b = -1.75, p = \ .001), respectively. All associations with gender were nonsignificant, and only one association (with physical well-being) approached significance (b = .43, p = .058). 
Discussion
The results of the current exploratory study provide empirical evidence that a relationship exists between religious coping and both physical and psychological health indicators among young adults of Somali origin. Positive religious coping mechanisms could possibly support an increase in levels of well-being and reduce symptoms of both anxiety and depression. Conversely, negative religious coping mechanisms could possibly exacerbate symptoms of both depression and anxiety and be detrimental to one's well-being. The sample in this study had a refugee background and similar to previous studies (Ellis et al. 2008; Halcón 2004; Jorden et al. 2009 ) with Somali youth and young adults, they spent some time in transit, migrating to one or more countries before resettling in the USA. In the present study, nativity (foreign or U.S. born) was not treated or perceived as a proxy for ethnicity. Persons of Somali descent are spread across neighboring countries in Africa (e.g., Somalia, Ethiopia, Djibouti and Kenya) and to a smaller extent globally (e.g., the Middle East, Italy and the USA.) and many will self-identify as either Somali or bicultural for example, Somali-American. Students also emphasized that they were cultural blends, Somali-Muslim-American, indicating the high regard for religion as part of their identity.
As predicted, responses to the Brief RCOPE showed an overwhelming endorsement of positive religious coping mechanisms in comparison to negative religious coping mechanisms. This phenomenon has previously been documented in many groups, including women and other minorities such as refugees and less with western samples (Bhui et al. 2008; Braam et al. 2010; Chapman and Steger 2010; Peterson and Huang 2003; Strawbridge et al. 2001) . The participants' preferences of which religious coping resources and mechanisms to draw upon provide more evidence that people use mechanisms that exemplify a secure relationship with God as opposed to a tenuous one (Pargament et al. 1998, p.720) . Additionally, expressions of religious doubts may not be part of the religious norm in Islam, as it is not a generally accepted notion (Abu-Raiya and Pargament 2015) .
Participants cited resources that were personal and individual as being the most helpful when coping with stressful life events, i.e., prayer, religious texts and places of worship as opposed to fellowship with others and the clergy. One possible reason for the minimal use of the clergy as a coping resource might be because many Somali Muslim clerics are of an older generation and have a more conservative approach to life as compared to the youth and young adults in this sample. They might feel that the Muslim clergy cannot relate to their struggles because of generational differences.
Participants reported higher physical well-being scores as compared to emotional wellbeing scores, which is expected, as this was a young college sample and adjustment to college life can be a stressful life event. Some of these stressors may be associated with having multiple minority status-religion, ethnic and racial and accompanying perceived discrimination. For some participants, exposure to pre-migration adverse events may also contribute to suboptimal emotional well-being. In many collective communities, including the Somali community, there is no clear distinction between the mind, body and spiritthis integrated view of health is dissimilar to the Western biomedical view of health and could possibly influence how participants responded to questions about their physical and emotional health.
Additionally, in comparison to symptoms of depression, there were fewer symptoms of anxiety reported in this study, a trend also seen in previous studies (Bentley et al. 2012; Ellis et al. 2010; Halcón et al. 2004; Onyut et al. 2009 ). Positive religious coping mechanisms were associated with an increase in emotional well-being, and a reduction in symptoms of depression. These findings are similar to a previous study with a college sample (Pargament et al. 1994) . In comparison, negative religious coping was significantly associated with an increase in symptoms of both depression and anxiety.
Interestingly, physical well-being was negatively associated with both positive and negative religious coping, suggesting as Pargament et al. (1998, p.721) postulated, that some mechanisms of religious coping contribute to a decrease in physical health. A plausible explanation is that low levels of physical well-being might induce stressful states that in turn lead to seeking more mechanisms of religious coping or higher levels of a variety of both negative and positive religious coping mechanisms.
Similar to a previous study (Bonab et al. 2013 ) the reported minimal use of negative coping mechanisms in the present sample suggests that most found the idea of abandonment by Allah (God) unfathomable. Religious struggles (synonymous with negative religious coping strategies) reported in a previous study by Pargament et al. (2011, p. 54) were also reported in this study. Despite the considerable use of positive religious coping, some participants also indicated use of negative religious coping methods, which is reflective of tension, conflict and struggles-and most often associated with negative health outcomes. However, some forms of negative religious coping could be conduits to growth (Ano and Vasconcelles 2005) and do not necessarily lead to low levels of well-being or ill health; they might, in contrary, produce the opposite, higher levels of well-being (Pargament et al. 2011) or they might be inessential after all.
Limitations and Future Directions
Relationships between religious coping mechanisms and measures of health and well-being examined in this cross-sectional study cannot be used to deduce causation. Additionally, the religious coping model designed for this study was used to assess the relationships in the model and not to predict specific changes in health status. Some of the instruments required the participants to recall activities or health status within the last month, which might have affected the accuracy of their responses.
In this convenience sample, males (25%) were underrepresented and the participants consisted of students from only 4-year universities in the Twin Cities in Minnesota. It is therefore probable that non-matriculated Somali youth students from community colleges or smaller rural towns might have a different perspective regarding their use of religious coping mechanisms, religious/spiritual resources and expressions. They may also have less support and resources available to them, and that may be detrimental to their well-being. Additionally, because recruitment was mostly conducted through student groups, participants in the same social network might ascribe to the same ideals as opposed to randomly selected participants. This limits generalizability of the current findings even within the diverse group of Somali youth and young adults in the Twin Cities.
Future research should include longitudinal cohort studies of both community and clinical samples to determine the long-term outcomes of religious coping. Additionally, mixed methods studies would help tease out the nuanced differences in which influences on health outcomes are cultural and which ones are religious. In essence, which particular demographic and religious coping mechanisms directly influence health outcomes as opposed to those that specifically facilitate health outcomes. This could also clarify which prescribed or proscribed religious behaviors improve or worsen a person's health risk.
This study adds to and improves upon the area of research on religious coping in general and particularly in Somali Muslim young adults. The Brief RCOPE was designed and tested with Christian samples, and over time, it has also been validated with Muslim samples (Ai et al. 2003; Pargament et al. 2011) . The modified version of the Brief RCOPE has proved to be appropriate, applicable and a reliable measure of religious coping in this sample of Somali young adults. Religious coping is related to both well-being and mental health outcomes. This relationship and its variants could be particularly useful to healthcare providers in provision of care to Somali young adults and those who practice Islam. The use of positive religious coping mechanisms could be encouraged to help young patients through critical life events. In addition, negative religious coping mechanisms could help a provider identify those patients who need additional resources and or treatment to successfully handle major stresses. The results may be applicable and could be used by professionals in education, healthcare, research and religion, to identify those at risk, and promote use of readily acceptable and accessible proven coping mechanisms as a prevention strategy.
